STATE OF HAWAII

Department of Human Services

DISCRIMINATION COMPLAINT FORM
	     
	
	XXX-XX
	     
	
	     
	
	     

	NAME:
	
	SSN (last four digits)
	
	PHONE (Home)
	
	PHONE (Work/Cell)

	     
	
	     
	
	     
	
	     

	ADDRESS:
	
	CITY
	
	STATE
	
	ZIP CODE

	EMPLOYER (Division/Unit), if applicable
	     

	1.
JOB TITLE
	     

	2.
BASIS OF ALLEGED DISCRIMINATION.  Choose appropriate item(s).

	
 FORMCHECKBOX 
  Race/Color


 FORMCHECKBOX 
  National Origin/Ancestry


 FORMCHECKBOX 
  Retaliation

	
 FORMCHECKBOX 
  Sex/Gender


 FORMCHECKBOX 
  Breast-Feeding



 FORMCHECKBOX 
  Marital Status

	
 FORMCHECKBOX 
  Religion


 FORMCHECKBOX 
  Arrest/Court Records


 FORMCHECKBOX 
  Age

	
 FORMCHECKBOX 
  Disability


 FORMCHECKBOX 
  Child Support Assignment


 FORMCHECKBOX 
  Citizenship

	
 FORMCHECKBOX 
  National Guard Absence
 FORMCHECKBOX 
  Sexual Orientation



 FORMCHECKBOX 
  Political Belief

	
 FORMCHECKBOX 
  Genetic Information

 FORMCHECKBOX 
  Veteran Status



 FORMCHECKBOX 
  Credit History

	
 FORMCHECKBOX 
  Harassment


 FORMCHECKBOX 
  Domestic/Sexual Violence Victims



	
Explain briefly what, if anything, you have done about the alleged discrimination?  

	
	     

	
	     

	
	     

	3.
Does your complaint concern alleged discrimination in services delivery? 
	 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

	4.
Does your complaint concern alleged discrimination in employment?
	 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No

	5.
Is the alleged discrimination against you?
 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes, By Whom?
	     

	6.
Explain how and why you believe you were discriminated against.  Please be SPECIFIC and include any names, dates, 
witnesses and places of the incident(s).  (Attach additional sheets if you require more space.)  

	
	     

	
	     

	
	     

	7.
Is the alleged discrimination against others?
	 FORMCHECKBOX 
  No 
 FORMCHECKBOX 

Yes.  List Name(s), Address(es) and



Phone Number(s)

	
	     

	
	     

	8.
What is the specific date or period of time of the alleged discrimination?

	
	     

	9.
Please indicate the relief/remedy you are seeking.  

	
	     

	
	     

	10.
I will notify Department of Human Services (DHS), Personnel Office, Civil Rights Compliance Staff (CRCS), 
P. O. Box 339, Honolulu, Hawaii 96809-0339, if I change my address or telephone number.  I swear or affirm that I 
have read the above statements and that they are true to the best of my knowledge and belief.  

	PLEASE COMPLETE, REVIEW, SIGN, DATE AND RETURN TO THE ABOVE ADDRESS.  

	
	

	
	

	Signature
	
	
	Date
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